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Abstract

Objective.  Depression is a common and disabling disorder and the majority of people with depression do not receive appropriate care, despite the existence of effective treatments.  The objective of this study was to identify financial and non-financial incentives that could plausibly motivate mental health specialty clinicians to adopt evidence-based models of depression care and test their feasibility in a managed behavioral healthcare organization.
Methods.  Community-based participatory research was used to identify collaboratively a promising incentive-based depression care improvement program for mental health clinicians.  Participants were 14 United Behavioral Healthcare (now Optum Health Behavioral Solutions, OHBS) administrators and mental health clinicians who participated in interviews and an expert panel meeting.  Case reviews were conducted of 89 claims-identified combination treatment candidates by 23 clinicians from a large independent practice association (IPA) that contracts with OHBS.  Clinicians were surveyed following the 5-week test period.

Results.  Stakeholder interviews and expert discussion identified increasing combination treatment as a promising intervention.  Case reviews found that combination treatment was relatively high in this IPA, but was not always readily identified in claims data.  Support for the case review program was mixed among participating clinicians, but 12 of 20 would participate again.

Conclusions.  This study suggests that determining quality of care requires looking beyond claims data, at lease for this IPA.  Motivating mental health clinicians to take a closer look at their patients using financial incentives may subtly encourage clinician behavior change.  Additional study of financial incentives combined with non-financial incentives such as patient education could hold promise.

Word Count.  250

Key Words.  Provider Behavior Change, Mental Health, Depression.

Introduction

Despite the tremendous progress made toward improving the quality of care for depression 


(1-14) ADDIN EN.CITE , a wide gap remains between ideal care and usual practice (15).  One option for increasing the rate of effective mental health care is to provide incentives for clinicians to practice evidence-based care.  However, relatively little is known about how to achieve behavior change efficiently and for a range of different types of clinicians.  A potential approach receiving increasing interest among managed care organizations, purchasers, and researchers is to use clinician incentives (16).

The “Quality Chasm” report (15), suggested that current payment systems include many barriers inhibiting high-quality care and recommends that organizations build stronger quality improvement (QI) incentives into these systems.  The effectiveness of incentives may depend on a number of factors including whether the incentive is tied to the performance of individual clinicians vs. groups of clinicians; the amount of the incentive; and the interaction between performance-based payment systems and non-financial interventions (16).  These and other factors determining a successful financial intervention are only recently being explored in the context of depression care in the specialty sector.

Non-financial clinician incentives may also influence performance improvement (16) by linking good performance with non-monetary reward.  Many of these approaches are based on social psychological models that predict behavior change through social influence from and comparison with peers, behavioral capacity (knowledge and skills), expectations, and how these factors interact with the practice environment (17, 18).  For example, performance profiling may be a valuable QI tool if good performance data are available and it is presented to clinicians in a format that makes it easy for clinicians to compare their performance with their peers.  Publicizing performance and practical interventions that alleviate clinician burden, such as eliminating administrative requirements or providing technical assistance for QI, may also motivate clinicians to provide more evidence-based care.  Clinician education, while generally not sufficient alone for producing enduring behavior change (19), may reinforce and motivate good performance when paired with financial incentives.

This study sought to identify a promising incentive-based program to improve the care of depression by mental health specialty clinicians in a large managed behavioral healthcare organization (MBHO) and test the feasibility of implementation.  Of particular importance was consideration of both financial and non-financial incentives and also direct involvement of key MBHO stakeholders in the selection and prioritization of incentives and evidence-based clinical behaviors to target in the intervention.

Methods

Study Approach.  We used a community-based participatory research process that addresses a topic important to the community through knowledge, evidence, and action to make a difference and improve health (20-22).  We included multiple community stakeholders (researchers, administrators, and clinicians from the MBHO) in all stages of the research so that stakeholder values and perspectives were incorporated into the final QI program that these stakeholders will implement jointly.

Community Partners.  Our community partner was OptumHealth Behavioral Solutions (OHBS, formerly United Behavioral Health), the largest MBHO in the country.  OHBS serves 1,700 large and small employers from different industries, health plans, and public sector entities with over 43 million members nationwide.  Service products include employee assistance programs, behavioral health, and disability services.  OHBS’s clinical network has over 80,000 clinicians from multiple specialties and over 4,000 facilities with locations in every state.  The feasibility study (described below) was implemented in a large regional Independent Practice Association (IPA) that contracts with OHBS.  This IPA provides comprehensive behavioral health care through a network of 3,000 contracted clinicians serving a current membership of 1.4 million residents.

Study Design.  The study had three phases.  The first phase involved two rounds of semi-structured telephone interviews with stakeholders to elicit feedback about aspects of depression care needing improvement and types of incentives to pair with different behavior changes.  In the second phase, we conducted a stakeholder meeting to present the findings from the interviews and identify the most promising clinician behaviors and the best incentive methods to pair with each behavior.  In the third phase, the research team worked closely with the contracting IPA to implement a small feasibility study.
Telephone Interviews.  OHBS identified 29 stakeholders with a range of roles and experiences to contact for interviews.  Participants were recruited with an initial contact letter co-signed by researchers from all partnered institutions (UCLA, OHBS, and RAND) with follow-up phone contact two weeks later to confirm participation and schedule the interviews.  The initial round of 30-minute semi-structured interviews (conducted from December 2004 through March 2005) used an open-ended format to identify clinician behaviors to improve depression care.  The protocol included questions about professional characteristics, clinician behaviors, and their advantages and disadvantages.  Separate versions were tailored for administrators and practicing clinicians.  The second round of interviews (conducted in May and June 2005) involved 15-minute calls focused on the stakeholder’s experience with clinician-based incentives, suggestions for which incentives might best be paired with each of the top five behaviors identified in the first round, and opinions about implementation barriers associated with different behavior-incentive approaches.

Stakeholder Meeting.  In November 2005, the interview participants were invited to a daylong stakeholder meeting.  Prior to the meeting, we distributed a “pre-work” packet that included a 1-page survey, to be returned in advance of the meeting.  The survey asked participants to rank the top five behaviors and select one financial and one non-financial incentive for each behavior.

After brief presentations by the research team to review the study and explain the meeting goals, the summary of pre-work survey results provided a launching point for the 5-hour working session (1 hour devoted to each of five the behavior-incentive pairs).  Formal group process methods 


(23, 24) ADDIN EN.CITE  using modified Delphi techniques (25-27), were used to achieve consensus among stakeholders to select an evidence-based strategy for improving depression care that is feasible from both organizational and individual clinician perspectives.  The stakeholders selected combination therapy with bonus payment plus feedback and education as the top-rated behavior-incentive pair.

Feasibility Study.  OHBS used behavioral health claims to identify patients with moderate to severe depression diagnoses and no record of receiving combination treatment.  Those cases were forwarded to the IPA manager who contacted clinicians to request a case review and provide clinical information not available from claims.  Clinicians received a $10 bonus payment for submitting each case review form to the IPA.  For patients identified as potentially benefiting from combination treatment, the patient’s clinician was asked to encourage them to seek additional treatment.  The IPA mailed patient information about combination treatment for depression and assisted with referrals and scheduling.  A post-program survey was administered to clinicians via “Survey Monkey” on the Internet.

Results

Participant Characteristics.  Of the 29 stakeholders identified for the first round of interviews, 14 could be reached and were available within the project time frame.  Participants included seven administrative staff (1 administrator, 2 quality/clinical education specialists, 1 psychiatry medical director, and 3 outside benefits consultants) and seven providers from the OHBS clinical panel (1 psychiatrist, 2 psychologists, and 4 masters-level therapists).  Participants represented 10 different states and eight were women.  Nine of these individuals (4 administrators and 5 clinicians) also participated in the second interview round.  Of the 14 who participated in either interview, eight also participated in the panel meeting (4 administrators and 4 clinicians).

Selection of Clinical Behaviors.  We coded the behaviors identified by interview participants into 10 categories.  The research team ranked the behaviors and assigned priority by summing the rankings to identify the top five (Figure 1).  The highest ranked behaviors were combination therapy (getting patients who need it into counseling and on an antidepressant medication), patient education, improving the quality of antidepressant medication management, improving capacity for rapid access to care, and clinician education.  Psychotherapy was not ranked by any member of the research team because it is the main type of treatment provided and incentivizing substantive changes was beyond the scope of the study.

Selection of Incentives.  In the second interview round, participants identified incentive strategies that could motivate clinicians to improve depression care.  Consistent with strategies outlined in the literature, our study identified two types of financial incentives (Table 1):  paying a higher price for a service and paying a bonus if a target is met (15-16).  We also identified three types of non-financial incentives:  social influence methods (17, 18), technical assistance, and reducing administrative requirements.

Data from the pre-panel survey confirmed priority rankings and paired the incentives with each clinical behavior.  Table 2 shows, for each behavior, all incentives mentioned by at least one participant and the behaviors respondents linked to those interventions.  For combination therapy, there were two dominant financial incentives (paying more to increase psychiatry access and bonus for patient education), each mentioned by three individuals.  There was one dominant non-financial incentive mentioned by five panel participants--to provide feedback on patient/clinician outcomes.

At the end of the stakeholder meeting, the panel participants completed a post-discussion ranking form allowing them to reprioritize the five behavior-incentive pairs.  Rankings (tallied by the research team and fed back to the stakeholders) ranged from a low of 16 (highest priority) to a high of 26 (lowest priority).  The first choice was antidepressant treatment followed by combination therapy.  We decided to develop a program that addresses both behavior-incentive programs because the rankings were nearly identical and antidepressant treatment is by definition a component of combination therapy.

The objective of the selected program was to increase the percentage of patients with moderate to severe depression into combination treatment if after case review, the clinician recommends either adding an antidepressant medication or psychotherapy (either because symptoms are severe or because treatment, based on only one form of therapy, is not working).  The financial incentives selected were paying psychiatrists a bonus for reviewing each patient case to determine whether they might benefit from combination therapy.  Non-financial incentives selected were providing feedback to the clinician about each patient case and educating therapists about combination treatment.

Feasibility Study.  Eighty-nine patients were identified as combination treatment candidates from administrative claims data during a 5-week period (May 19 through June 27, 2008).  Sixty-four (72%) of these patients were women.  The initial IPA case review determined that seven patients were already in combination treatment with a psychotherapist and psychiatrist but the claims data had not yet been processed.  Case review forms were requested from the 23 clinicians (12 psychiatrists and 11 psychotherapists) treating the remaining 82 patients and 20 (87%) responded.  Seventy-one (87%) of the forms were returned (59 or 87% from psychiatrists and 12 or 86% from therapists).

Of these 71 case reviews, 29 (41%) patients were already receiving combination treatment through private pay or other health benefits.  For those with medication management only (36 or 51%), psychotherapy was refused by 30, while four were referred for psychotherapy.  Psychotherapy was contraindicated for the two remaining patients.  For those with psychotherapy only (6 or 8.5%), three refused medication and three were contraindicated for medication.

Half of the 20 clinicians (5 psychiatrists and 5 psychotherapists) who participated in the incentive program completed a survey.  These clinicians treat patients that are predominantly covered by managed care and with private health insurance (Table 3).  Most clinicians (60%) indicated that they liked the financial incentives for case review, but they also reported that the incentives would not have an impact on their delivery of care.  A few clinicians noted that they should be held accountable for patient care but that financial incentives were not an appropriate method for ensuring accountability.  Most (80%) reported that they would participate in another incentive program like this one.

Discussion

Only recently have programs emerged to align incentives in the treatment of depression.  Most of these programs targeted primary care clinicians, for example the eight demonstration programs funded under the Robert Wood Johnson Foundation program Depression in Primary Care:  Linking Clinical and System Strategies 


(28-30) ADDIN EN.CITE .  These programs used a variety of approaches to changing the economic and organizational environment to improve care for depression, including developing new payment and billing mechanisms as well as restructuring delivery systems to better target care 


(31-34) ADDIN EN.CITE .  A recent study identified 24 programs that use pay-for-performance approaches in behavioral health (35).  Of the 13 programs that targeted behavioral health specialists, nine  were sponsored by behavioral health plans and only two focused specifically on depression as a target condition.  The majority of the programs used group- or practice-level incentives, but a few offered incentives at the individual clinician level.  The most common types of behaviors incentivized included achieving performance targets (i.e., 20% meeting the National Committee for Quality Assurance’s Health Plan Employer Data and Information Set/HEDIS measures for antidepressant medication management).  The types of incentives varied widely but only one program used a non-financial incentive (recognition of exemplary performance).

Our study complements the work in this growing field because it incorporated a collaborative approach to engage the MBHO community in the process of selecting key facets of a QI program, including the incentives.  The unique methods of staged interviews and consensus discussion served to identify a QI approach that had a high chance of success in terms of receptivity, ease of use, and maintenance over time.  By designing and implementing a program that considers the opinions and attitudes of practicing clinicians, the program may have been more acceptable to those clinicians targeted for the behavior change.  Additionally, by eliciting input from administrators and quality managers within the organization, changes can be better aligned with existing institutional structures and systems, making implementation more feasible.  This is consistent with strategies for success identified in the pay for performance literature (36).  Our study also contributed additional information about the use of both financial (bonus payment) and non-financial incentives (education and feedback) to individual clinicians to encourage improvement in care for depression.  Previous work has primarily centered on financial incentives (35).

We considered several key factors to guide us in eliciting behaviors to target and incentives for change.  As a starting point, we targeted evidence-based behaviors, i.e., those for which there is a reasonable chance of adoption or improvement and a reasonable expectation that the behavioral change will improve quality of care for depression.  We also identified behaviors and incentives based on how well they fit within the organizational culture and capability.  For example, access to psychiatrists is limited within managed care because availability of psychiatrists is limited in clinical networks.  Therefore, an intervention focused on increasing utilization of psychiatrist services would not have been feasible given the financial constraints.

Stakeholders in this study may have selected and prioritized particular behaviors and incentives because QI initiatives that target HEDIS already focus on other issues related to quality of care (i.e. visits and refills), yet none focus on coordinating care for combination treatment.  Additionally, if the incentive pairing was successful, then it could also be applied to HEDIS, particularly since accreditation is an important concern of MBHOs.  Also, because payers are asking for greater integration of medical care with behavioral health care services, an incentive program such as this pilot could increase referrals.

These changes may be insurmountable at the present time.  Incentive-based approaches that pay for increasing referrals could raise legal concerns about kickbacks.  In fact, an early proposal to provide monetary incentives for clinicians to refer patients to combination treatment was ruled out, due to concerns that direct clinician-to-clinician referrals sometimes are viewed as a conflict of interest among providers.  Another challenge is having adequate data sources for screening.  Even if medical and pharmacy data are accessible, it is still difficult to track use of care for those paying out of pocket.  Out-of-plan utilization has become more common with the shortage of psychiatrists nationwide who are leaving MBHO panels and charging directly for services.

We learned that the program we created may work in an IPA, but the question remains as to whether a similar mechanism could work with independent (or solo) practice clinicians.  Furthermore, our findings called into question whether the magnitude of the problem is as great as we had thought, since many patients were actually receiving combination therapy or were on maintenance treatment schedules.  This study demonstrated that behavioral claims alone do not provide a full explanation of provider practice patterns as patients receive care from providers not reimbursed through their behavioral health benefit.  Future QI efforts would benefit by incorporating additional data sources (pharmacy and/or medical claims).

The data from our feasibility study are limited for several reasons.  The sample was small and captures only a brief window of time.  We worked with a large network that has inherently different characteristics (practice structure, volume, etc.) relative to the solo practitioners and small practices making up the largest proportion of clinicians contracting with MBHOs.  Thus, our findings may not generalize to most mental health clinicians.  Additionally, even within this IPA, our sample is biased toward psychiatrists who responded at a higher rate relative to the general population.  Psychiatrists account for only 18% of the IPA network but comprised 52% of incentive program participants.

Our study suggests that the quality of care within this IPA was good, although that only became apparent once patient cases were reviewed beyond what could be ascertained through behavioral claims data.  It is uncertain whether the modest financial incentive would be sufficient to change clinician behavior to improve care but it did motivate clinicians to take a closer look at their patients and four patients were referred for combination treatment.  Such an approach may subtly shaping clinician behavior, and combined with non-financial incentives such as patient education holds promise with additional study.

Conclusions

Evidence-based strategies, such as collaborative care strategies for engaging behavior and practice change, are available for improving depression care.  However, few studies have simultaneously addressed individual- and system-level fit of these interventions prior to implementation.  We incorporated lessons from a span of literatures to in an effort to implement an intervention to improve depression care that is both acceptable to clinicians and that fits well within the organizational environment and culture.  While several hurdles still need to be overcome, we believe that establishing a program of improvement with the input of those for whom it is designed can produce meaningful and lasting results.
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[image: image1.emf]Table 1. Classification of Incentives

(Round #2 Interviews)

Non-Financial Incentives

(e.g., Resources and Opportunity)

1. Use Social Influence Methods (e.g., feedback, 

recognition, peer pressure)

A. Recognize through extra 

credential/autonomy

B. Provide feedback on patient outcomes 

(to clinicians) or on clinician outcomes 

(to patients)

2. Provide Technical Assistance

A. CEU-based education/training

B. Provide readily available information 

(free) through plan

C. Access to preferred physicians

3. Reduce Administrative Requirements

A. Remove authorization requirement

B. Increase amount of approved sessions

Financial Incentives

(e.g., Money)

1. Pay a Higher Price for a Service

A. Create new billing code

B. Increase amount of 

reimbursement

C.Pay more to increase access 

to psychiatrists

2. Pay a Bonus if a Target is Met

A. Pay a bonus for incorporating 

patient education into 

treatment
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0
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0
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4

0
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1

4

3

1

RA

0

0

0

2

5

1

1

4

1

2

1

CE

Financial

Non-Financial

Type of Incentive

3B:  Increase amount of approved sessions

3A:  Remove authorization requirement

2C:  Access to preferred physicians

2B:  Provide readily available information (free) through plan

2A:  CEU-based education/training

1B: Recognize through extra credential/autonomy

1A: Provide feedback on patient or clinician outcomes

2A:  Bonus for incorporating patient education into treatment

1C:  Pay more to increase access to psychiatrists

1B:  Increase amount of reimbursement

1A:  Create new billing code

*Practices (columns) are ordered by rank (highest on the left):  CT=Combination Therapy, AT=Antidepressant Treatment,

RA=Rapid Access to Care, PE=Patient Education, CE=Clinician Education.  Entries are the number of pre-panel  survey

respondents selecting each type of incentive.


	Table 3.  Clinical Actions Among Participating Clinicians (N=20)

	Clinical Actions
	N
	%

	Percent of patients not covered by managed care
	N/A
	17

	Percent of patients with public health coverage
	N/A
	 5

	Number of managed care panels
	 8
	N/A

	N and Percent of clinicians who agreed that:
	
	

	Using incentives to improve care for depression is acceptable
	 4
	40

	Clinicians should be held accountable for care
	 6
	60

	Like receiving a bonus payment for each case review
	 6
	60

	Bonus motivated obtaining a patient referral for more treatment
	 1
	10

	Would prefer some other incentive
	 1
	10

	$10 payment per patient was sufficient
	 3
	30

	Would participate in another incentive program like this one
	 8
	80
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